Effectiveness evidence supporting school-based counselling is increasing, yet little is known about its cost-effectiveness. Within an effectiveness trial we tested whether a cost-effectiveness evaluation was feasible and aimed to provide early indications of support and associated costs for students with emotional problems. A service use questionnaire was piloted. School-based services were a key source of support and used by more than half the students at each time point. Support costs were estimated for 63/64 participants using well-established methods and ranged between £0 (no services used) and £3562 per participant over the last school term. We found data collection was feasible and the principles of economic evaluation were appropriate but the small sample means results must be interpreted cautiously.
Introduction
There is a growing evidence base to support school-based counselling as an important component of comprehensive mental health services in the UK (Cooper, 2009; Hill et al., 2011) . Many adult mental health problems start in childhood and adolescence; some are transient, others continue to challenge them and their families for many years (Maughan & Kim-Cohen, 2005) . School-based counselling can fill a gap for young people who may not have reached the severity threshold for child and adolescent mental health services (CAMHS), or who may not want to access those services. While a counsellor or psychologist is available in nearly 75% of all US schools (Brener, Weist, Adelman, Taylor, & VernonSmiley, 2007) , counselling is available in an estimated 61-85% of UK secondary schools (Cooper, 2013) but often provided by a teacher (Fox & Butler, 2009; Vostanis, Humphrey, Fitzgerald, Deighton, & Wolpert, 2013) .
In decisions about providing school-based counselling, a key piece of evidence that commissioners -or schools -should consider is the cost and whether it is good value for money. Increasingly, research evidence supports its effectiveness. Results from a meta-analysis of three UK-based trials reported significantly lower levels of distress for those using counselling, compared to controls, substantiating positive findings from earlier audits of cohort studies (Cooper, 2009 (Cooper, , 2013 . However information on costs, or studies than combine cost and outcome data are rare (Beecham & Pearce, 2014) . A cost component was included in the evaluation of the Welsh Government's school-based counselling strategy, alongside an exploration of its implementation and delivery, and assessment of satisfaction and impact (Hill et al., 2011) . The cost per student and per session were estimated using a "top-down" approach: the total grant to each local authority over three school terms was divided by the number of students accessing counselling and the number of sessions provided in the same period. The average cost per session varied from £28 to £438 (median £151), and average cost per student episode was between £128 and £2019 (2010-2011 prices) . As the authors note, this approach cannot take into account how the intervention was delivered in each location. For example, one-to-one sessions, group work, online, or whole school programmes will all have different costs attached. Also using a top-down estimation approach, the cost per year for one-to-one counselling provided by Place2Be was estimated at £954 per annum (2007-2008 prices) with each child receiving an average of 51 h counselling p e ry e a r( X u&J a c k s o n ,2010). We found no studies reporting the use of services outside school, although Hill and colleagues (2011) report that just under 10% of students had been referred to other services.
Notably, and not dissimilar to an investigation into the costs of interventions for speech, language and communication needs (Beecham, Law, Zeng, & Lindsay, 2012) , there was very little information in the literature on how many counselling sessions study participants attended and how long each session lasted. This knowledge gap is perhaps surprising given that "dose" may be related to outcome. The rare exceptions report broad information on the number of sessions that students attended. For example, McElearney and colleagues (2007) in their evaluation of the school-based counselling service in N. Ireland of the U.K.-based children's charity National Society for Protection of Cruelty to Children (NSPCC), show the proportion of study members who attended one, 2-4, 5-7, 8-10 and >10 sessions. McKenzie, Murray, Prior, and Stark (2011) found that a counsellor in one Scottish secondary school provided 248 one-hour sessions to 40 students who on average received 6.92 sessions over 10.3 weeks. Other papers describe what the intervention will provide, perhaps offering a session during one lesson period each week over a school term (McArthur, Cooper, & Berdondini, 2013 ; see also, Lee, Tiley, & White, 2009) , but not what the students actually received.
This paper, therefore, has two aims. First, to support counselling services' continued development, the study aimed to assess the feasibility of collecting the data required to undertake a cost-effectiveness analysis of school-based counselling. The second aim was to present preliminary estimates of the costs of supporting students with emotional distress. Using wider data from this pilot trial, we also explored the associations between costs and student characteristics and baseline clinical measures, and set the context with summary findings from the outcome analyses as reported by Pearce and colleagues (2017) .
Study methods

The ALIGN trial
We drew on data collected within the ALIGN pilot individual randomised controlled trial (ISRCTN44253140). The ALIGN trial aimed to test school-based humanistic counselling (SBHC) in an ethnically diverse group using an extended follow-up period, to contribute data to an estimate of the effectiveness of SBHC, and -as reported in this paper -assess the feasibility of implementing a cost-effectiveness evaluation. The ALIGN trial compares students randomised to receive one-toone SBHC with those in a "waiting-list" control group who could attend SBHC nine months later. Inclusion criteria included: presence of emotional distress (a score of five or more on the emotional symptoms sub-scale of the Strengths and Difficulties Questionnaire [SDQ], Goodman, 2001 ); a good attendance record (>85%); and that they should be capable of consenting to participate and motivated to take part. Students were excluded from the study if they were at risk of significant harm to themselves or others, involved with CAMHS, or planning to leave the school during the study period.
The study was undertaken in three urban secondary schools (age 11-18) providing state-funded day education, one of which was a single sex (girls') school. No school had a pre-existing counselling service. Each school was ethnically diverse and located in a relatively deprived area where 15%−46% of children aged 0-15 years live in income-deprived families.
Study procedure
Following training in the study, teachers were asked to identify students who might benefit from counselling. Of the 116 students referred, 64 were considered eligible and randomised into the trial during the 2013 spring term. Participants were randomised by an automated text-based service using blocked randomisation (n = 6), stratified by school, with an allocation ratio of 1:1 and completed the measures at five points in time. Supported by the schools' pastoral care teams, informed consent was obtained for all participants, including for audio recording of sessions to allow internal and external audits of fidelity.
Fully qualified and experienced person-centred counsellors provided up to 12 weekly counselling sessions based on competences for humanistic psychology therapy, derived from the person-centred and experimental approach to therapy (Hill, Roth, & Cooper, 2013; Roth, Hill, & Pilling, 2009 ). To assess adherence, two 10-minute segments of sessions were randomly selected for each counsellor and rated by two members of the research team and an independent expert using the Person-Centred and Experimental Psychotherapy Scales (PCEPS, Freire, Elliott, & Westwell, 2014) . Practice did not meet required standards in only one instance and discussions were held with the counsellor to facilitate increased adherence.
Sample characteristics
Pre-intervention data from the trial were available for 34 students receiving SBHC and 30 randomised to the waiting list group. By T3, the post-intervention interview, there were 30 and 29 participants in each group respectively.
The ALIGN baseline data show that most students were female (n = 55, 86%) and the mean/ median age was 14 (range 11-18 years) with nearly two-thirds of the students aged between 13 and 15 (Year 8-10). Their mean score on the Young Person-CORE was 19 (range 5-32). Baseline SDQ data showed that 30 students had borderline difficulties and 20 were scoring at the abnormal level of difficulties. Observed baseline scores on the YP-CORE, SDQ and Rosenberg's Self-Esteem Scale (RSES) were similar between groups. By comparison, across school-based counselling studies and audits, clients have a mean age of 13.86 years, 56% are female, and nearly two-thirds (60%) began counselling with abnormal or borderline levels of psychological distress (Cooper, 2009) .
The four largest ethnic groups in the current study were African (12 participants), Caribbean (10), English (10) and mixed race (9). Five students described themselves as disabled, three of whom were in the counselling group. The information on general practitioner (GP) prescriptions suggests that some students had long-term conditions, for example, six received prescriptions for asthma or breathing problems (see Table 1 ).
Relevant measures
All consenting students completed the following measures.
. The Strengths and Difficulties Questionnaire (SDQ) is a brief self-complete screening instrument for young people aged 11-16 years (Goodman, 2001, www.sdqinfo.com) . The 25 items are grouped into five subscales (emotional problems, conduct problems, hyperactivity, peer problems and pro-social behaviour) which are rated by the participant with reference to the previous six months. Internal validity has been shown to be acceptable (Goodman, Meltzer, & Bailey, 1998) .
. The primary outcome measure is the Young Person-CORE (YP-CORE; www.coreims.co.uk). This is a self-report measure to assess subjective well-being, problems and symptoms, life functioning and risk/harm. It has 10 domains each scored between 0 and 4 (possible total score is 0-40) with higher scores indicating greater levels of psychological distress. It has been shown to have good internal consistency and test-retest stability (Twigg et al., 2009; Twigg et al., 2016) . The Rosenberg Self-Esteem Scale was originally developed for young people (RSES; www.emcdda. europa.eu/html.cfm/index3676EN.html). It is a well-established 10-statement scale in which each item is rated on a 4-point scale (strongly disagree to strongly agree). Higher scores indicate higher self-esteem. The RSES has long been considered a reliable and valid measure of self-esteem (Blascovich & Tomaka, 1993) .
. An adapted version of the Client Service Receipt Inventory to record use of services and supports (CSRI; Beecham & Knapp, 2001 , https://www.pssru.ac.uk/csri/what-is-the-csri/).
Full details on both the methods and all outcome measures can be found in Pearce et al. (2017) . This article focuses on data generated by the pre-intervention (T1) CSRI and the post-intervention CSRI completed three months after the baseline interviews (T3).
In line with economic theory, individuals' use of a wide range of services was recorded on the CSRI; additional school-based services and other publicly-funded services such as general practitioners, social workers, youth clubs, etc. (Knapp, 1995) . By collecting data across many services, the interplay between services (substitution and complementarity) can be observed. Table 1 . Service use at baseline and T3; number responding to the question, number using the service, mean number of times used.
Service used
Pre-intervention (T1; n = 63) Post-intervention (T3; n = 59) No. of students reporting whether used this service/No. of students reporting frequency of use. b Other school services at T1 include anger management (1 student), English support (1), mentor (8), maths tutor (1), English tutor (1), dance support (1). c Other school services at T3 include: dance support (1); detention centre (1, no cost included); mentor (7); school social worker (1). d Prescriptions given at T1 were for physical ailments, although some may be related to distress: asthma/hay fever/eczema (6); constipation (1); eye drops (2); irritable bowel syndrome (1); infection (1); fainting (1); hyperhidrosis (1); pain (2); hearing infection (1); indigestion (1); measles, mumps and rubella (MMR) vaccination (1); headache (1); epilepsy (1).
e Prescriptions given at T3 were mainly for physical ailments, although some may be related to distress: anaemia (2), asthma/hay fever (3), burns (1), cough (1), pain relief (4), stomach problems (2), herbal tablets for anger (1), insulin (1).
f Other community services used at T1 include dentist (1), voice charity (1), optician (1), mentor (2), cadets (1). g Other community services used at T3 include: anger management treatment in hospital (1); inpatient hospital admission (1, no cost included); mentor (3).
In adapting the CSRI, we sought a balance between comprehensiveness and length. We selected commonly used services from other CSRI-based studies and took advice from school-based counsellors. The one-page CSRI recorded services used over the last school term, a familiar length of time that fitted with the study timescales. Participant recall may be perceived as less "accurate" than using case notes but it avoids having to obtain the necessary permissions from countless service providers who might have had contact with participants and then sift through their records.
Estimation of unit costs
The CSRI records service use information systematically so that costs can be attached to each participant's service use profile (support package). Unit costs (per appointment, clinic attendance, etc.) were sought for each service and multiplied by frequency of contact for each participant. Following economic theory and standard cost estimation methods, we aimed to reflect the long-run marginal opportunity cost, which recognises the total resources required to expand the service (Beecham, 1995) .
Unit costs for many of the services used by ALIGN participants were taken from existing publicly available compilations (Curtis, 2013; Department of Health, 2014) . For the school-based counselling service, we employed a "bottom-up" cost estimation approach which requires us to describe the "ingredients" of the intervention, identify the activities and unit of measurement, estimate the cost implications of the service elements, and combine these data to calculate the unit cost (Beecham, 2000) . Thus a detailed description was obtained from the provider and staff covering intervention inputs (staff time, supervision, organisational overheads, etc.) and costs were attached. Linking the total cost to the outputs (number and typical duration of sessions per counsellor), we estimated an average cost of £29.85 per session. This figure is similar to the minimum estimated for the Welsh Strategy evaluation of £29.90 per session at current prices (Hill et al., 2011) .
In this study, we know how many sessions each student attended but not how long each session lasted, which would provide a more accurate figure of intervention "dosage" and cost (Beecham et al., 2012) . Intervention cost per participant is calculated by multiplying by the number of sessions each student attended by £29.85.
Plan of analysis
The central purpose of a cost-effectiveness analysis is not just to calculate or compare costs, but to identify the cost of generating a positive outcome, such as an improvement in participants' mental health (Drummond, Sculpher, Torrance, O'Brien, & Stoddart, 2005) . With around 30 participants in each group, this sample is too small for such cost-outcome analyses. This is because in most cost studies, a few participants use relatively high levels of services (high costs) but many more participants will use very few services so the cost per person will be closer to zero (£0) for them. In a small sample, outliers -very high or very low costs -can have a large impact on the average (mean), so statistical tests of between-group cost differences have limited validity. If the cost and outcome findings were combined the data-skew would be exacerbated and the dispersion wider. In the main, therefore, we present quantitative findings descriptively, but we also explore the associations between costs and baseline characteristics and outcomes. We set the cost findings in the context of the outcome analysis reported in Pearce and colleagues (2017) . Data were analysed using SPSS v20™.
Results
Appropriateness of the CSRI
Studies of children and young people attending specialist clinics show good CSRI completion rates (Pretorius et al., 2009; Schmidt et al., 2007) . The ALIGN CSRI was used in interview with participants so help was available to interpret questions, identify professionals, and support lower literacy skills. We looked at three issues around the feasibility of using the CSRI in a school-based trial.
CSRI completion rates
At baseline, one student completed all T1 assessments other than the CSRI; baseline CSRI data are available for 63 ALIGN participants. At T3, three students did not complete any assessments and two students completed other questionnaires but not the CSRI: data from 59 of 61 participants are available (97%).
Within CSRI completion
Participants were asked whether they had used each listed service (yes/no) and if "yes", how often they had used it. For those reporting "yes", frequency of contact was missing in nine instances at baseline and 16 at the T3 interviews. (For these we estimated the cost for one contact.) Thus, missing data points accounted for only 1% of the potential service use items (>59 participants * 19 services * two time-points = 2,242), suggesting a good within-questionnaire completion rate.
Proportion of implausible answers
Across all service frequency data, there were only four outliers: 150 contacts with form teachers, learning support assistants (LSA), or pastoral care services. With approximately 63 school days in a term, this implies an average of just over two contacts per day. While this level of contact is possible, the next highest figures were 60 and 48 contacts (with an LSA).
Services and supports used by students
The ALIGN data can help identify how school-based counselling fits with the range of services used by young people who are emotionally distressed. Table 1 shows that for the whole ALIGN sample, additional help provided in school was used by nearly two-thirds of all participants at baseline (T1): around a third saw the designated pastoral care service and nearly one in eight students had seen the school nurse. By the post-intervention interview (T3), the proportion of students receiving additional school support had reduced by about 10% (excluding SBHC), although use of LSAs remained relatively stable. Table 1 shows that at baseline, over half the students had seen the GP but this reduced to just over a third at T3. Visits to the Accident and Emergency Department (A&E) or Minor Injuries Unit (MIU) had also reduced by about a half. The figures for community services were more constant over time: social workers (used by 16% of participants), police officers (10%) and youth clubs (16% rising to 22%) were the most commonly used. At T3, one student went to the youth club 150 times, which raised the mean contacts per term from 1.6 to just over four (median = 0).
Eight students received no additional support at baseline, even from within the school, only one of whom was in the counselling group. At T3, five students in the counselling group received no additional services (excluding SBHC), and five in the waiting list group. Two students, both from the waiting list group, used no additional services at either period.
The five ALIGN counsellors reported spending an average of 45 minutes with each student per session (as per protocol) within a range of 35-50 minutes. In addition, they spent between 10 and 30 minutes on counselling-related activities such as session preparation or completing case-notes. One counsellor reported 60 minutes liaising with other staff on behalf of their last student, the other four reported between 10 and 20 minutes. Table 2 shows the aggregated costs (mean and range) for intervention and control participants using the service categories identified in Table 1 , while retaining more detail on school-based services.
The costs of support
Randomisation aims to "equalise" groups but as Table 2 illustrates, it works less well when service use (cost) is considered. Service use is influenced by an individual's perception of needs, choice about which services to access and how much to use them, and of course, availability of services. It is difficult to control for these factors so we should expect to see variation in costs.
In this study, observed mean T1 total service costs for the counselling group (£433 per participant, median £252) were twice as high as for the waiting list group (£208 per participant, median £112). Eight of the ten highest cost students were in the counselling group and for most of the service categories shown in Table 2 , costs for the counselling group appear higher. Notably, seven of the eight students with £0 (using no services) were in the waiting list group; this pulls down the group average total service cost at T1. For the remaining 55 students, per participant total service costs ranged from £10.80 to £1,757 for the school term. At £152 per term, the median total support cost per participant was just under half the mean (£327).
The costs for post-intervention period (T3, see Table 2 ) show some similarities to the T1 data. Observed mean costs for hospital or community services continue to be higher for the counselling group, so too are GP-based services. Six of the ten students with the highest T3 total service costs (i.e. excluding the costs of counselling) are in the counselling group. Four students with £0 total service costs (i.e. excluding the costs of counselling) are in the counselling group and five in the waiting list group.
The first service category -help at school -is where the greatest change between T1 and T3 costs has occurred, increasing from £83 at T1 to £281 at T3 for the waiting list group. This appears to be driven by cost increases for contacts with the form teacher and pastoral care service. However, this is largely a result of two students at T3 having high contact levels (n = 150) with these two services (Table 1 and final column of Table 2 ). These outliers have raised the mean cost for all help at school, which in turn has led to higher mean total service cost (observed) for the waiting list group than to be found at T1, or when compared to the counselling group.
Looking at the data on use of SBHC, we found that students in the counselling group attended an average of 6.47 SBHC sessions (range 1-10, total = 220 sessions) and the median was 6.5 sessions, similar to figures from earlier studies (Cooper, 2013; McKenzie et al., 2011) . Two students had just one session, five students attended six sessions and a quarter attended 10 sessions. Just under half the students (46%) received less than eight sessions compared to nearly two-thirds in the Belfast study (McElearney et al., 2007) . Includes one student who attended a detention centre (counselling group) and two inpatient admissions but we do not know how long theses contacts lasted so costs have not been attached. b One student with missing data, counselling group. c Five students with missing data, counselling group. d Unless a range is shown, the minimum cost is zero (£0).
The penultimate row of Table 2 shows the SBHC costs. The mean cost for counselling was £193 per participant (median = £194, n = 29), a figure close to the minimum estimated for the Welsh Strategy evaluation (Hill et al., 2011) , raising the observed total cost for the intervention group (£455) above that of the control group (£365).
Cost analysis
Total cost provides a single figure that summarises the resources used to support each student in the ALIGN study. The sample is too small to confirm statistically significant between-group cost differences, or to compare changes in costs and outcomes: the descriptive findings above illustrate the need for caution. Taking this on board, we found some support for between-group differences in total costs at baseline (t-test, p = 0.029; bootstrap CI -33 -409, 1000 repetitions) but not at T3 (p = 0.579).
In terms of comparing the change in cost over time, Figure 1 illustrates the challenges. Each column represents one case. From left to right, the cases are organised from lowest to highest cost at baseline and the height of the columns shows the change in each participant's total cost measure between baseline and T3. The mean change in costs for the whole sample was £74 but the wide range, from −£972 to £2810 (SD = 527), is reflected in the case-by-case variation shown in Figure 1 .
We also explored the associations between T1 and T3 total costs, characteristics (age and gender), and the baseline outcome measures. At T1, only the SDQ score and age were significantly associated with costs. A simple linear regression suggests higher SDQ scores were weakly associated with higher Figure 1 . Change in cost per participant between T1 and T3 (full sample). A positive figure suggests total costs at T3 are higher than at T1 and a negative figure suggests lower costs at T3. Cases are ordered from lowest cost at T1 (baseline) to highest. We have excluded the case with the largest cost difference (£2,810) to make the graph easier to read. Data are missing for five students.
costs (adjusted r 2 = 0.052; p = 0.040), and the results were similar for age (adjusted r 2 = 0.051; p = 0.041). At T3, there were no significant cost associations with age or gender but there was a weak positive association between the T1 RSES total score and T3 total costs (adjusted r 2 = 0.045, p = 0.059). Other baseline measures were not significantly associated with the T3 total cost measure.
These types of analysis are only a starting point for assessing the relative costs and cost-effectiveness of school-based counselling. The sample size precludes any joint analysis of costs and outcomes but we can place these cost results alongside findings from the ALIGN outcome analysis (reported in Pearce et al., 2017) , which were consistent with other pilot Randomised-Control Trials (RCTs) of school-based humanistic counselling. The observed mean and range of costs at T3 suggest that there may be no overall short-term savings from SHBC but equally, there may not be any additional expenditure. The ALIGN outcome analysis found that at T3, there were greater reductions in the primary outcome measure (YP-CORE) and the SDQ emotional difficulties sub-scale, and larger improvements in self-esteem for those in the counselling group than in the waiting list group. For SDQ emotional difficulty score, the difference also remained statistically significant at the six-and nine-month follow-up time points, although with a reduced sample (Pearce et al., 2017) . Thus, this pilot study has generated encouraging cost and outcome findings.
Discussion
Our literature search revealed a poor evidence base for the costs and cost-effectiveness of schoolbased counselling, reflecting the paucity of economic evidence for child and adolescent mental health services (Beecham, 2014) . In respect of our first aim, we have shown that integrating an economic component into a school-based individual RCT is feasible, and that existing theories and approaches in data collection and cost estimation are appropriate for a school-based counselling (SBC) practice and research context.
Completion rates for the economic questionnaire (the CSRI) were good but we identified three areas where the CSRI could be made more relevant. A "mentor" should be included in the named services; this was recorded in "other services" by 10% of the ALIGN sample. The addition of a question asking about all out-of-home residential services would be helpful (see, for example, Sleed, Beecham, Knapp, McAuley, & McCurry, 2006) . Use of in-patient care (two students) and detention centres (one student) was recorded but not their duration of stay. Other high cost (if rarely used) services could also be recorded here, such as residential or foster care. The CSRI also needs to capture better information on high-frequency service use, perhaps by asking about typical contact levels per week (see, for example, Berridge, Dance, Beecham, & Field, 2008) .
There are three further lessons from this feasibility and pilot study. First is the need for clarity around pastoral care. This is challenging as there is no standard way of providing these supports within school (Public Health England, 2015) . The CSRI helps identify the components of "usual care", but greater clarity would improve the quality of the comparison. Second, while unit costs for most services were available from existing sources, those relating to school-based services had to be estimated anew. Estimating unit costs that adhere to economic principles is time-consuming so better availability of good quality unit costs, as we have in the UK for health and social care services (see Curtis, 2013, for example) , is likely to increase both the quantity and quality of cost-related studies of school interventions. Finally, the dispersion of support costs found in this pilot study indicates the need for evaluations that have larger samples, and from which both effectiveness and costeffectiveness results can be drawn to support the development of school-based services as part of a comprehensive mental health service for young people.
Improving the quality of evaluation of school-based interventions is important. In respect of our second aim -identifying the supports and associated costs -this study indicates that additional help at school was an important "support package" component for two-thirds of the participants. Additional help at school absorbed 42% of the total service costs at baseline, and 63% at T3 with concomitant reductions in the proportion absorbed by GP-and hospital-based services. This suggests there may be an impact on non-school services but also provides support for using a wide cost perspective in such studies.
Applying unit costs to the service use data led to a commonly found skew in our total cost measure. This skew, exacerbated by the small sample size, means that any interpretation of statistical findings must be cautious. We found that although support costs were similar for both the counselling and the waiting list group at T3, they appear to be distributed differently. For the waiting list group (not receiving SBHC), help at school absorbed 77% of the T3 total cost; for the counselling group, help at school including SBHC absorbed 74% of total cost at T3. It may be that schoolbased counselling is also substituting for other services provided within school.
The outcome findings from the ALIGN pilot study, although again a small sample, showed significant improvements in the SDQ emotional distress and RSES (self-esteem) scores after receiving SBHC. A recent review also suggests counselling has a positive impact on students' capacity to study and learn (Cooper, 2013 ; see also http://studentsuccessskills.com/programs), which if sustained could lead to improved adult outcomes. These links from childhood circumstances to adult outcomesperhaps from improved mental health to education attainment and then to employment status, or to reduced use of services and better peer and family relations -are the basis of many estimations of down-stream cost savings (see for example, Seaton, Evans, & Wellings, 2008; Xu & Jackson, 2010) .
Such cost-savings' studies are commonly developed in response to an evidence gap (Mistral, Brandling, & Taylor, 2006 ) and can identify the broad impact of counselling. While these types of analyses are becoming increasingly important in today's service commissioning environment, they need to be based on robust comparative evaluations that identify whether there are additional short-and longer-term outcomes gained from school-based counselling over and above not having counselling, and whether these gains are worth the additional cost. This study suggests it is possible to obtain that evidence, and provides an early indication that school-based counselling has the potential to be more cost-effective than usual care: further large-scale studies are warranted.
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